The Canadian Medical Association (CMA) petitioned actively for 'Medical Relief payments to doctors. Provincial divi sions of the CMA took up the cry as well, with some associa tions going so far as to call forthrightly for the introduc tion of a state health insurance scheme.
Not surprisingly, 1934 saw the first official policy statement on government health insurance by the CMA. Prepared by the national body's Committee on Economics for the Annual Meeting in Calgary, this document understandably stressed the need for the medical bills of indigents and unemployed to be covered by the state. Enrolment should be compulsory for all below a certain income level who might be poor payment risks for the beleaguered doc tors. 3 And in a 1937 amendment to the 1934 list of 'Princi ples' pertaining to health insurance, the CMA explicitly de manded mandatory means-testing by 'competent local authori ties ' to ensure enrolment by those whose income 'proves to be insufficient to meet the costs of adequate medical care'.' While financial considerations were clearly one very important factor in determining medical attitudes to health insurance and shaping the official policy of organized medicine, many other elements came into play. A 1926 Québécois pamphleteer worried over the expansion of dispensaries for the treatment of tuberculosis, venereal disease and charity patients gener ally; for once the public took free medical care for granted, the doctor would be taken for granted also and his status would fall to that of 'un vil mercenaire.' 5 To such prestige concerns one could add more diffuse fears of lay control in any form. The profession had fought hard in the nineteenth latter found their ancestry among the lowly apothecaries and before that, the trade-tainted Grocers' and Spicers*' guild. 9 From the 1880s onwards, an increasing number of Friendly Societies and other fraternal organizations hired GPs on con tract. The 'club doctors, 1 as they were called, found condi tions of work for the consumer collectives to be less than satisfactory. Wages, often paid on a capitation basis, were rather low, the volume of patient visits high. Furthermore, the doctor could be dismissed if one or two of his several hundred lodge patients found grounds for dissatisfaction with his services. Conflicts between doctors and the fraternal or ganizations came to a head in the 1890s. Local medical socie ties were formed and boycotted some of the clubs, seeking higher wages and other improvements in the GPs' lot. 10 The profession was sufficiently over-crowded that lower-priced 'scab 1 doctors could usually be imported from other regions; and the consultants, who feared GP activism as portending a threat to their own status, were not always supportive of the medical societies 1 attempts to drive a better bargain with the lodgers.
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Despite its drawbacks, club work and contract practice was a meal ticket for many GPs. They could not really compete with the physicians and surgeons, who acted both as consultants and as primary care providers to the upper and upper-middle class es of British society on a fee-for-service basis. Thus, as Frank Honigsbaum notes:
By the time NHI began, at least half the GPs in Britain -or some 10,000 out of 20,000 -were thought to be engaged in contract practice in one form or another and for a quarter of them, the number of patients involved was so large that the rates of pay offered had become crucial to their subsistence. The actual National Insurance Bill, however, was drawn up with only minimal consultation between the governing Liberals and the medical profession. Protests poured in on all sides, and David Lloyd George, then Chancellor of the Exchequer, courted the BMA unsuccessfully through lengthy negotiations. While the doctors apparently had misgivings on several scores as their marriage to the state loomed ever closer, the size of the dowery appears to have been a major consideration. The government offered six shillings per head per year, which was about 50% more than what a BMA survey showed the average per patient per year to be in lodge or contract practice, but the BMA remained opposed.1* The Act nevertheless came into effect on 15 July 1912. It covered approximately one-third of the population for general practitioner services. Dependents were not included, but en rolment was compulsory for all manual workers between sixteen and sixty-five years of age, and for all non-manual workers with an income under 160 pounds per year -some 15,000,000 wage-earners <ln to to.
In the autumn of 1912, the BMA organ ized a ballot and doctors voted almost six-to-one against serving under the Act. However, only half the eligible voters cast ballots, and any illusion of a united front was soon dis pelled by the number of GPs who hastened to avail themselves of the Act's benefits. In January 1913 formal resistance ended when the BMA acknowledged that members would no longer be bound by earlier pledges to boycott the Act. We have heard much of the doctor's dilemma. We are likely to hear more of the patient's dilemma, as the free play of the profession is impeded by un considered legislation. It is by freedom that medicine has attained to its high place, because the physician, being a free man, has chosen to be the servant of all.
stressing that 'the people are best served when the profes sion is at the high level whereat its founder placed it.' After a side-swipe at contract practice, Macphail remarked: 'At this moment the profession in England is much disturbed over a piece of legislation, commonly called "The Insurance Bill," which aims to extend practice by contract to some nine million persons.' The profession, he maintained, need not fear; medical men were, in significant measure, now to be paid 'for doing what they have hitherto done for nothing.' But the public would suffer, for privately-endowed hospitals would tend to become state-funded institutions, 'and the spirit of charity will be replaced by a cold, official atmos phere which is not congenial to a member of a free profes sion. ' With the best doctors gone, the students too might depart, taking away a stimulus to better quality care. An in Macphail's pessimistic vision, the mediocre doctors who had failed in private practice or lacked the courage to compete therein, would be the 'officials' who served in the hospitals:
•The rich will be the gainers and the last state of the poor will be worse than the first.'
The editorial, in truth, bears analysis badly, consisting as it does of unwarranted generalizations and conceptual incon sistencies. Shortt has suggested, however, that the power of Macphail's argument generally 'lay less in inexorable logic or even in his extensive knowledge of history and contemporary affairs than in his facility for the terse phrase.'!' Macphail returned to the topic in the CMAJ during the spring of 1912. Evidence was adduced for the contention that private philanthropists would be less favorably disposed towards the hospitals. Furthermore, 'the socialist doctors were also taking a hand:' they favoured a full-blown nationalized medi cal service, although 'opinion in the medical profession and amongst the general public is not yet ripe;' and felt 'the Act must inevitably lead to the public management and control of the voluntary hospitals.' All of this apparently confirmed Macphail's earlier fears and he repeated his warning about the deterioration in services available to the poor.
In the ensuing months, however, Macphail was obviously given more information about the health insurance legislation and the stance of the British medical profession. With the July implementation date looming, it became clear that the BMA might well look more favourably on the Act if the capitation rates were increased. And meeting at Liverpool on 24 July 1912, the BMA had thrown down a challenge to Lloyd George: its members would not serve under the Insurance Act unless the capitation rate was increased from 8s. to 8/6 -about double the average payment in private contract practice. Having disparaged the Chinese method of recompense in 1911, Macphail now suggested it was 'the logical outcome' of the profession's growing emphasis on prevention. The Chinese traditionally paid their physicians a fee for maintaining health; payment stopped if the patient fell ill, and the doc tor sometimes went so far as to hang a special lantern outside his house to show his contrition.
We can, indeed, go further and lay down that just as preventive medicine, as public medicine, is cal culated not for the benefit of any particular in dividual, but for the well-being of the community at large, so, not the individual but the community must recompense the doctor, and the general practice of medicine must become a national service, en dowed by the State.
Nor was this the end of the recantation. Macphail acknow ledged Lloyd George's prescience, and wrote: 'It would be useless to deny that the Act, could it be carried out with the loyal cooperation of all parties, would do much to im prove health conditions in the Old Country.' Cooperation, however, proved the CMAJ editor's keynote. Lloyd George had gone 'the wrong way to work,' failing to take into account the extent to which the medical profession of Great Britain was 'formed of free and independent individuals :' Had Mr. Lloyd George approached the profession in the first place, asking for advice regarding the scheme and regarding the scale of the capitation fee, matters would have been very different. There is not the least doubt but that the major ity of the general practitioners of Great Britain would have entered cordially into the scheme; but it is a very different matter to be told by this Fluellen to eat his uncooked leek, willy nilly.
Macphail was therefore able to reconcile his love of free trade with BMA activism, for it was Lloyd George's high handedness that had created 'their revolt;' 'pecuniary con siderations' were secondary. This 'body of free and inde pendent men' was accordingly rising 'in union' for good cause:
The profession as a whole would rejoice to be delivered from the thraldom of the Friendly Socialists, and from the miserable rates which the struggle for existence makes it necessary to accept from those organizations. But it is one thing for a man whose whole education has taught him to rejoice in his freedom to accept a low wage in the open market, and quite another for him to be forced to accept a capi tation fee without his wishes being considered. 
Macphail
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There was, never theless, a concern in medical circles about inadequate remun eration of the general practitioner. This, according to com mon professional wisdom, was one reason for the spread of fee-splitting -an arrangement whereby the referring GP re ceived a kickback from the consulting surgeon. •Oriental servants were available at a cost varying from ten to twenty-five dollars a month.' There were also rituals ap propriate to a rising middle class:
When Caruso of Madame Melba gave their concerts or Pavlova danced, the doctor dressed in his formal white tie and tails and, accompanied by his fault lessly gowned wife, attended the dinner that pre ceded the theatre, or the oyster suppers that followed.
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To sum up, the Canadian medical profession really had no special stake in health insurance. Consumer-sponsored pre payment arrangements did not cover a major portion of the pop ulace, hence there was neither impetus for the doctors to seek alternative arrangements nor a pre-existing institutional framework which a government could utilize. Complaints about the level of GP fees and incomes surfaced sporadically, but the theme was not a dominant one.
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Nor did the internal structure of the profession predispose to serious factionalization on issues related to prepayment. The need for the proposed work is convincingly seen in the incongruous existing situation regarding os teopathy in the several provinces today;^ or, again, in the history of recent events regarding medical practice in England. Preventive medicine is certain to be taken more and more under state control even in this country, and doubtless in time general and special curative medicine will be also. If we do not take our full part in shaping aright the coming changes, it will fare ill with our profession at some future time.^l But at the same Annual Meeting, another report was tabled which foreshadowed a minor split in the profession's ranks. The Public Health Section of the CMA had formed a Committee on Applied Sociology under the chairmanship of P.H. Bryce. This committee dealt with a number of issues at the interface of social welfare and public health, but opened its analysis with an acknowledgement that a new era had dawned. The old principles of political economy with their emphasis on 'indi vidualistic competition,' best exemplified by John Stuart Mill's writings, should give way to 'a higher ideal, and that is that members of society should exist for the good of one another.' It is perhaps not surprising that a committee of public health doctors should promulgate this sort of viewpoint. The practi tioner dealt with diseases on an individual basis, seeing this or that patient with this or that problem. The public health expert, in contrast, took a social engineering approach, em phasizing prevention rather than care and cure, and examining communities and institutions rather than individuals. Indeed, the committee went on to contend that the expansion of pre ventive medicine necessarily heralded more state intervention: The scientific progress in medicine had not been matched by progress on 'the business side:' 'A fair percentage of patients pay us a full fee, a few pay us a partial fee, and more than a few pay us nothing at all.' About one-half of Great Britain's urban population had been covered by the National Insurance Act, and a similar percentage might well be covered by similar legislation in Canada. Until then, there was a significant income loss:
We are living in an age when the "gold standard" determines one's station in society ... The day is past when the doctor is respected because of his profession alone, and most of us are guilty of valuing our practices by our cash receipts for the year. Therefore to be consistent we should welcome a method of converting this loss to gain.
The National Insurance Act nevertheless was flawed in Munroe's view. If something could be done 'to prevent the copying of such an act in this country,' 'there is no time like the pre sent. ' A National Medical Service was one solution, but Munroe had two objections. First, government administration was often unfair; 'and secondly, the change from our present status is too great.'
We are living in a commercial age and, I believe, the solution to this problem will be arrived at by studying commercial methods ... By accept ing the good points of present insurance methods and supplying what is lacking to make it accept able to the medical profession, we can arrive at a scheme that would guarantee the insured public medical, surgical, and hospital attendance, and guarantee the medical profession their fees.
Munroe's four-point plan for health insurance differed sharp ly from the National Insurance Act of Britain:
1) The services of the whole of the medical pro fession should be at the disposal of the whole public;
2) No one should be made the object of charity;
3) The average medical income should be increased;
4) The basis of reckoning from which the actuary obtains his rate of insurance to the public should be the medical schedule of fees.
From the above, it would certainly seem that health insurance was, as Munroe suggested, 'worth every man's while studying.'
Prior to and at the outset of World War I, the attitudes of Canadian doctors to health insurance, as represented in the writings and utterances of the profession's leaders and spokes men, might be capsulized as follows: health insurance or state medicine was seen as inevitable, a fast-looming innova tion which need not be disastrous so long as organized medi cine brought its weight -preferably an augmented weightto bear in shaping the relevant legislation. The British Insurance Act was seen as unsatisfactory; and given the tra vails of their UK counterparts, the Canadian profession's leaders were not eager to see a similar experiment tried in their nation. If state medical coverage came in the approp riate form, however, it could at least give doctors payment for services hitherto provided QKatl*, and might also limit the inroads of any irregular practitioners.
As already mentioned, the war brought a transformation in the attitudes of the Canadian public to a wide variety of social issues. The nation's populace inevitably came to be seen as a biological resource without which the war machine could not function. 'Organization, economy, efficiency are watchwords today in all civilized countries as never before in the history of mankind,' 34 wrote Macphail in the CMÀJ. The 'belligerent nations' had heeded these watchwords 'early in the present struggle' for organizing their armies, navies and war indus tries; but 'it has been found necessary to apply the same prin ciples in a wider sphere to include the resources and activi ties of the nation as a whole.' Along with this emphasis on social engineering through use of the state apparatus went various inter-related sentiments. Anti-materialism was one: with so much at stake and so many making the ultimate sacrifice, personal acquisitiveness seemed especially mean-spirited. Anti-business attitudes 35 in par ticular were fuelled by the extraordinary profits and corrupt dealings of Canadian industries during the Great War. Finally, wartime collectivism generated a new sensitivity as to the plight of the poor and the labouring classes. It was, after all, the working class who supplied the majority of servicemen. And when Johnny came marching home, he might well expector even demand -some measure of social reform as a reward for his patriotic efforts.
In consequence, health insurance seemed feasible and desirable to a growing number of Canadians. However organized medicine paid no special attention to the question during 1915 and 1916. A great many MDs were overseas with the Medical Corps; in fact, the disturbance in the profession was such that no CMA Annual Meeting was undertaken for those two years.
As the President of the Academy of Medicine put it in 1917:
The war is making great demands indeed upon our pro fession. I-do not know of any other profession, where similar incomes have been thrown to the winds at the call of duty, and yet we must be prepared to do still more.
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Moreover the organization and administration of the RCAMC was itself a contentious issue. One might say the profession had enough battles to fight without stirring up the health insur ance hornets' nest.
But in 1917, when the nation and the profession had settled into the grim monotony of war, health insurance was once again a popular topic. The changed tenor of the times was reflected to some extent in the attitudes of medical spokesmen, for their perspective was less self-interested and more positive. Not unexpectedly, the public health doctors were most enthusi astic, an important phenomenon that would persist in enusing decades of state health insurance deliberations.
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Rising interest in health insurance must also be tied to British and American developments. A 1917 BMA survey confirmed what most observers had already surmised, namely that most GPs approved of the health insurance plan. Incomes on average had risen, and there was some call for extension of the scheme to cover dependents and hospital care. should nevertheless be appointed by the Association to study and report on health insurance, including 'the means to be taken to safeguard the true interests of our own profession:■ In England the physicians paid little attention to the measure, until prospective, or in some cases actual financial pressure led them to act, and then the opposition which they raised to many of its provisions led to a widespread impression that mer cenary reasons and not a just appreciation of the beneficent workings of the bill influenced their action. Let us avoid such a possibility in Canada, and be prepared to consider the measure from every point of view, and perhaps even to further its ad vancement by our own action, for I feel assured that with broad and friendly consideration from the pro fession, the details of an insurance scheme can be arranged so as to secure entirely dignified terms for our members, and to accomplish mutual benefit for all parties.
But at the same annual meeting, an address was given that threw such caution to the winds; and predictably, the spokes man was a public health expert. The great difficulty in developing legislation on the subject in other countries has been opposition from factions who believed their own particular interest to be endangered. This was particularly the case in Great Britain where opposition on the part of physicians was so active as to emperil the putting into force of Lloyd George's Act.
If international lessons were heeded, this should not occur in Canada. The 'underlying principles' of health insurance were sound; the doctor's role lay in 'seeing that their method of application is carefully worked out:'
Since this type of legislation seems to be near at hand, the subject will be worthy of much study during the coming winter.
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Despite the flurry of attention in 1917, health insurance drew less discussion during the final year of the Great War. There is no obvious reason why this should be so. In the case of the Public Health Journal, it may have been the result of a broadening concern wtih overall social reconstruction, for a pink tinge was definitely discernable on the editorial side. As its editors wrote, 'generally speaking the ideas of busi ness and those of public health are antagonistic' Indeed, the business outlook was decried as 'immoral' and 'extremely dangerous;' 'passion for wealth* was the nation's 'greatest curse.' The fact is that these proposals strike deeper at the roots of social unfairness than any government has dared -or desired to strike in the past. Radi cal perhaps they are -and therefore to be doomed forthwith by a large section of the selfish, luxury seeking class. 
Ibid.
Compared to the volume of income complaints during the Depression, the number is minimal.
It seems safe to say that the GP/specialist divide, al though a source of anxiety from the latter part of the nineteenth century onwards, really became acute in 
